





19th CardioVascular Summit: TCTAP 2014[Interventional Management]
Procedural step:
With an intention to treat this lesion under the guide of intravascular ultrasound
(IVUS), we tried to pass the wire to the true lumen of LCX. After repeated attempts
with the guide-wire going into a false lumen of the aneurysm, we were ﬁnally able to
reach the true lumen of LCX and predilate it with Empira 2.5*14mm balloon at the in-
stent restenosis (ISR) lesion. Since the diameter of the ISR lesion was very small,
IVUS catheter failed to pass through. With the help of 5Fr Heartrail guiding catheter
(Five-in-six system) and a balloon support, IVUS was inserted, which revealed a
severe ISR and an aneurysm involving the proximal to mid portion of LCX.
Zotarolimus-eluting stent (Resolute Integrity, 3*26mm, maximal inﬂating pressure of
12 atm) was successfully deployed at the proximal to mid LCX with deep intubation
of 5Fr guiding catheter. Post-procedural IVUS showed full expansion and complete
apposition of the stent. Final angiography showed TIMI 3 ﬂow of LCX and a small
amount of ﬂow into the aneurysm. Post-PCI ECG showed normal sinus rhythm and
the hospital course was uneventful. The patient was discharged with triple anti-platelet
agents and follow up at the outpatient clinic.
Case Summary:
A drug-eluting stent (DES), which locally elutes antiproliferative drug, dramatically
inhibits neointimal growth and reduces ISR. However, several studies have indicated
that DES may delay healing of vascular injury, and has been theoretically associated
with the development of coronary artery aneurysm. Because of the rarity of coronary
aneurysm secondary to DES and the paucity of published data, management of this
condition remains on a case-by-case bases. Our report adds another aspect to the
currently available treatment strategies, and shows a patient whose complicated cor-
onary aneurysm and ISR leading to SA block were successfully treated with a new
DES implantation followed by triple antiplatelet agents.
An 83-year-old male visited emergency room for recurrent syncope. The initial electro-
cardiogram (ECG) showed SA block with the longest pause of 5.6 seconds. The patient
had a prior history of non-ST segment elevation myocardial infarction requiring PCI in
2009. At that time, coronary angiography (CAG) revealed two culprit lesions; pLCXwas
in near total occlusion with a thrombus was and mRCA had total occlusion with a
collateral blood supply fromLCX.Thepatient underwent successful PCIwith a sirolimus-
eluting stent (SES) (Cypher, 2.5*23mm, maximal inﬂating pressure of 23 atm) at pLCX.
Although the patient did not complain chest discomfort, ischemic involvement of SA
node was highly suspected given his history of chronic RCA occlusion and a known
collateral supply to SA node fromLCX. Therefore, decision was made to perform CAG to
further identify etiology of syncope secondary to sinus block. CAG demonstrated near
total occlusion of the proximal and mid portion of the previous stent. Notably, CAG also
identiﬁed a coronary artery aneurysm looking like a collateral vessel. With an intention to
treat this lesion under the guide of intravascular ultrasound (IVUS), we tried to pass the
wire to the true lumen of LCX. After repeated attempts with the guide-wire going into a
false lumen of the aneurysm, we were ﬁnally able to reach the true lumen of LCX and
predilate it with Empira 2.5*14mm balloon at the in-stent restenosis (ISR) lesion. Since
the diameter of the ISR lesion was very small, IVUS catheter failed to pass through. With
the help of 5Fr Heartrail guiding catheter (Five-in-six system) and a balloon support,
IVUS was inserted, which revealed a severe ISR and an aneurysm involving the proximal
to mid portion of LCX. Zotarolimus-eluting stent (Resolute Integrity, 3*26mm, maximal
inﬂating pressure of 12 atm) was successfully deployed at the proximal to mid LCX with
deep intubation of 5Fr guiding catheter. Post-procedural IVUS showed full expansion and
complete apposition of the stent. Final angiography showed TIMI 3 ﬂow of LCX and a
small amount of ﬂow into the aneurysm. Post-PCI ECG showed normal sinus rhythm and
the hospital course was uneventful. The patient was discharged with triple anti-platelet
agents and follow up at the outpatient clinic.S152 JACC Vol 63/12/Suppl STCTAP C-137
Interesting Angio Finding of Absorb Post Deployment
Chanakya Kishore Kumar Kammaripalli
Narayana Hrudayalaya Hospital, India
[Clinical Information]
Patient initials or identiﬁer number:
P




Relevant test results prior to catheterization:
Lipids: TC-213, LDL-95, HDL-32,TG-190




Angiogram: SVD: Proximal RCA Sub Total Occlusion
[Interventional Management]
Procedural step:
RCA hooked with JR 3.5 6F Guiding and lesion is crossed with Rinato guide wire
Predilatationwasdonewith 2x15mmand2.5x15mmsemi-compliant balloons at 12-14atm.






19th CardioVascular Summit: TCTAP 2014Proximal segment stented with Absorb 3.5x28 at 16 atm and Distal part stented with
Absorb 3.5x12 at 14 atm with marker to marker overlap.
Postdilatationdonewith4x15Non-Compliant balloonat12-14atm, across the entire 2 stentsJACC Vol 63/12/Suppl S j April 22–25, 2014 j TCTAP Abstracts/CASTCTAP C-138
Evaluate the Characteristics of Re-restenosis of Drug-eluting Stent Using Optical
Coherence Tomography
Takegami Kaoru, Kenji Sadamatu
Saga-Ken Medical Center Koseikan, Japan
[Clinical Information]
Patient initials or identiﬁer number:
H.H
Relevant clinical history and physical exam:
A57year-oldman onhemodialysiswas admitted to our hospital because of rest angina.He
underwent a 3.032mm Taxus stent implantation to the proximal left anterior descend-
ing artery 2 years before. One-year follow-up coronary angiography showed a restenosis
of the Taxus stent, then we treated the lesion with a 3.023mm Xience Prime stent.
His risk factors were hypertension, diabetes mellitus, dyslipidemia and smoking.
Relevant test results prior to catheterization:
His electrocardiogram showed normal sinus rhythm and no ST- T change
His echocardiogram was normal.
Relevant catheterization ﬁndings:
The left coronary artery angiogram showed a severe in-stent re-stenosis in the left
anterior descending artery with peri-stent contrast staining.[Interventional Management]
Procedural step:
Procedural steps (1)
A 5-French BL3.5 guiding catheter was engaged at the left coronary artery ostium
through right brachial artery. A ﬂoppy wire (Runthrough NS hypercoat) was placed in
the left anterior descending artery. Optical coherence tomography ﬁndings demon-
strated in-stent neoatheroma and late acquire incomplete stent apposition.
Procedural steps (2)E/Drug-eluting Stents S153
